potential; or hypersensitivity to or current treatment with colchicine. Intervention: Conventional therapy plus colchicine, 1.0 to 2.0 mg on day 1 then a maintenance dose of 0.5 to 1.0 mg/d for 6 months (n = 42), or conventional therapy alone (n = 42). Conventional therapy consisted of aspirin, 800 mg every 6 or 8 hours for 7 to 10 days, then tapered for 3 to 4 weeks. Patients in whom aspirin was contraindicated received prednisone, 1.0 to 1.5 mg/kg per day for 4 weeks, then tapered gradually. 14 patients in the conventional therapy plus colchicine group and 16 patients in the conventional therapy alone group received prednisone. Outcomes: Recurrence of pericarditis. Secondary outcome was symptom persistence 72 hours after starting treatment. Patient follow-up: 100% (intention-to-treat analysis).
M a i n r e s u l t s
Patients who received colchicine had a lower recurrence rate than did patients who received conventional therapy alone (actuarial recurrence rate at 18-mo follow-up 51% vs 24%, P = 0.02) (Table) . The colchicine group also had lower symptom persistence rates at 72 hours (Table) . No serious adverse effects occurred.
C o n c l u s i o n
In patients with recurrent pericarditis, colchicine added to conventional therapy with aspirin or prednisone reduced recurrence better than conventional therapy alone. 
C o m m e n t a r y
The study by Imazio and colleagues addresses management of patients with recurrent pericarditis. Pericarditis may account for 5% of presentations to an emergency department for nonacute myocardial infarction chest pain, is troublesome for patients, and is difficult to treat effectively (1-3). Few studies have investigated the systematic management of recurrent pericarditis, although the use of colchicine is not new (4). In this study, patients receiving colchicine had a lower recurrence rate and better symptom relief. Although no serious side effects from colchicine occurred, about 6% of patients had diarrhea that required discontinuation of treatment.
There are some obvious limitations to the study. First, because recurrent pericarditis is uncommon and the accrued sample size was small, the findings may have occurred by chance alone. Second, the study used an open-label design (acknowledged by the authors), which may increase bias, although outcome events were reviewed by an independent committee that was blinded to treatment allocation. Third, concomitant treatments received little discussion, and the choice of aspirin alone as "standard therapy" in contrast to conventional nonsteroidal antiinflammatory drugs is open to debate. Thus, the beneficial effects of colchicine may be smaller than estimated in this study. Other studies have also supported the use of colchicine in similar settings but lack the rigor of this study (5) .
Despite potential shortcomings, Imazio and colleagues should be congratulated for undertaking a randomized trial in this area and providing important clinical insights. Little doubt exists from their data that colchicine should be considered as a front-line therapy, in addition to high-dose aspirin, for management of recurrent pericarditis.
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